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factors on the survival of orthodontic
miniscrew implants: a systematic review
and meta-analysis
Hisham Mohammed1* , Khaled Wafaie1, Mumen Z. Rizk1, Mohammed Almuzian2, Rami Sosly1
and David R. Bearn1Abstract
Objectives: The aim of this review was to systematically evaluate the failure rates of miniscrews related to their
specific insertion site and explore the insertion site dependent risk factors contributing to their failure.
Search methods: An electronic search was conducted in the Cochrane Central Register of Controlled Trials
(CENTRAL), Web of Knowledge, Scopus, MEDLINE and PubMed up to October 2017. A comprehensive manual
search was also performed.
Eligibility criteria: Randomised clinical trials and prospective non-randomised studies, reporting a minimum of 20
inserted miniscrews in a specific insertion site and reporting the miniscrews’ failure rate in that insertion site, were
included.
Data collection and analysis: Study selection, data extraction and quality assessment were performed independently
by two reviewers. Studies were sub-grouped according to the insertion site, and the failure rates for every individual
insertion site were analysed using a random-effects model with corresponding 95% confidence interval. Sensitivity
analyses were performed in order to test the robustness of the reported results.
Results: Overall, 61 studies were included in the quantitative synthesis. Palatal sites had failure rates of 1.3% (95% CI 0.3–6)
, 4.8% (95% CI 1.6–13.4) and 5.5% (95% CI 2.8–10.7) for the midpalatal, paramedian and parapalatal insertion sites,
respectively. The failure rates for the maxillary buccal sites were 9.2% (95% CI 7.4–11.4), 9.7% (95% CI 5.1–17.6) and 16.4%
(95% CI 4.9–42.5) for the interradicular miniscrews inserted between maxillary first molars and second premolars and
between maxillary canines and lateral incisors, and those inserted in the zygomatic buttress respectively. The failure rates
for the mandibular buccal insertion sites were 13.5% (95% CI 7.3–23.6) and 9.9% (95% CI 4.9–19.1) for the interradicular
miniscrews inserted between mandibular first molars and second premolars and between mandibular canines and first
premolars, respectively. The risk of failure increased when the miniscrews contacted the roots, with a risk ratio of 8.7 (95%
CI 5.1–14.7).
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Conclusions: Orthodontic miniscrew implants provide acceptable success rates that vary among the explored insertion
sites. Very low to low quality of evidence suggests that miniscrews inserted in midpalatal locations have a failure rate of 1.
3% and those inserted in the zygomatic buttress have a failure rate of 16.4%. Moderate quality of evidence indicates that
root contact significantly contributes to the failure of interradicular miniscrews placed between the first molars and
second premolars. Results should be interpreted with caution due to methodological drawbacks in some of the included
studies.
Keywords: Failure rate, Miniscrew, Mini-implant, Orthodontic anchorage devices, Systematic review, Meta-analysisBackground
Anchorage reinforcement is a crucial aspect of
orthodontic treatment. Many extra-oral and intra-
oral appliances had been used to control tooth
movement and provide anchorage. Headgear use is
known to be associated with compliance and
co-operation problems [1, 2] with additional risks of
causing serious injuries raising safety issues [3]. On
the other hand, non-compliance intra-oral appliances
such as palatal or lingual arches overcome the
co-operation issues widely associated with extra-oral
devices yet are accompanied with limited effective-
ness in anchorage reinforcement [4–6].
The introduction of orthodontic miniscrew implants
(OMIs) in the past decade has had a major impact on
orthodontic treatment and added a whole new scope for
orthodontic practices. Their convenience, simplicity and
superior performance compared with conventional
methods have contributed to their wide acceptance [7].
Several systematic reviews had shown the overall failure
rates for OMIs with further exploration of the potential
factors contributing to their failure [8–11]. However,
OMIs could be placed in various insertion sites, and every
one of those has its potential anatomical advantages and
limitations [12, 13]. The in-depth exploration of the failure
rates related to each independent insertion site and the
insertion sites’ related risk factors contributing to the fail-
ure of OMIs has not been investigated before in a system-
atic review.
The objective of this systematic review was to an-
swer the question of where should OMIs be inserted,
presenting the cumulative failure rates for each inde-
pendent insertion site and exploring the insertion
sites’ associated risk factors contributing to the fail-
ure of OMIs.Materials and methods
Protocol registration
This meta-analysis was planned and reported accord-
ingly with the preferred reporting for systematic reviews
(PRISMA) [14]. The protocol was registered a priori as a
dissertation thesis (Additional file 1). However, it is not
available online.Criteria for included studies
• Participants: Patients having orthodontic treatment
and requiring the insertion of OMIs with no restriction
over the type of orthodontic appliance or the presenting
age of the patients.
• Intervention and comparators: Any orthodontic
treatment intervention involving the insertion of OMIs
at a designated insertion site (interradicular between
specific teeth, midpalatal, paramedian, parapalatal, retro-
molar area or zygomatic buttress).
• Outcome: Primary outcome was the failure rate re-
lated to the specific OMI insertion site demonstrated by
mobility, infection, inflammation or other factors leading
to the premature loss of the OMI for the predefined
study period. Possible specific insertion sites’ related risk
factors contributing to the failure of OMIs such as root
contacts, side of insertion, proximity to vital structures
and cortical bone thickness would be additionally
investigated.
• Study design: Only human randomised clinical trials
(RCTs) and prospective non-randomised studies were
included. Studies outside this scope with narrative na-
ture, retrospective design, case reports and other designs
were excluded. Only studies reporting a minimum of 20
placed OMIs in a specific insertion site were considered
for inclusion.Search strategy
A comprehensive search using a combination of con-
trolled vocabulary and free text terms was designed to
allocate published, ongoing and unpublished studies.
Electronic database searching was performed for the
Cochrane Central Register of Controlled Trials (CEN-
TRAL), Web of Knowledge, Scopus, MEDLINE and
PubMed up to October 2017.
Other bibliographic databases were also searched for
ongoing and unpublished data. A manual search was
also carried out in relevant orthodontic journals until
October 2017 (Additional file 2: Table S1). Besides, refer-
ence lists of the included articles and other relevant sys-
tematic reviews were screened for additional literature.
There was no restriction in the search strategy with re-
gard to date; however, with the potential difficulties
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English, it was decided to only include articles present-
ing with a full text in English; however, this exclusion
criterion was applied following the primary search so as
to avoid bias in the search protocol.Data extraction and analysis
After removing duplicate studies using an Endnote refer-
ence manager software, relevant articles were identified
after reading their titles and abstracts. Afterwards, the
full texts of the potential articles were assessed for eligi-
bility by two reviewers. Data extraction of the included
studies was carried out independently by two reviewers
using a pre-piloted standardised data extraction form.
Disagreements were solved through discussion with a
third reviewer. The data extraction form included the
study identification, design of the study, setting, type of
OMI, OMI dimensions, number of failed OMIs in rela-
tion to their specific insertion site and to their side of in-
sertion. Another form was prepared for studies
reporting on the insertion site-specific risk factors caus-
ing OMI failure including the outcomes related toFig. 1 Diagram showing the study selection and identificationcortical bone thickness, the influence of root contact
and maxillary sinus perforation.
Risk of bias and quality assessment in individual studies
Two reviewers independently performed the quality as-
sessment, and the level of agreement was measured
using the Kappa statistic [15] with the potential dis-
agreements solved by a third reviewer. The Cochrane
collaboration’s tool, a domain-based tool, was used for
the assessment of the potential risk of bias of the rando-
mised clinical trials assessing seven domains: sequence
generation, allocation concealment, blinding of partici-
pants and personnel, blinding outcome assessor, incom-
plete data forms, selective reporting and finally other
forms of bias [16]. The quality of the prospective non-
randomised clinical trials was assessed using the star
system of the Newcastle-Ottawa scale (NOS) [17]. A
maximum of one star could be awarded for each of the
four domains in selection of the groups; a maximum of
two stars could be awarded for the single domain denot-
ing comparability of the groups and finally a maximum
of a single star could be awarded for the four domains in
ascertainment of the outcome of interest accounting for
Table 1 Characteristics of the included studies
Study Design Setting OMI type Length in (mm) Diameter in (mm) Specific location (failed/total)
Aboul-Ela [38] RCT University AbsoAnchor,
Dentos, Daegu, Korea
8 1.3 Mx first molar and second premolar
(2/26)
Aglarci [39] pCCT NA AbsoAnchor,
Dentos, Daegu, Korea
10 1.6 Mx first molar and second premolar
(6/50)
Akay [40] pCS University Surgi-Tec 13 2.3 Parapalatal (0/40)
Al Maaitah [41] pCCT University AbsoAnchor,
Dentos, Daegu, Korea
8 1.3 Mx first molar and second premolar
(5/44)
Al-Sibaie [42] RCT University Dewimed, Tuttlingen,
Germany
7 1.6 Mx first molar and second premolar
(3/56)
Aras [43] RCT University Anchor Plus, Los
Angeles, Calif
6/7 1.4/1.6 -Mx first molar and second
premolar (0/32)
-Mx canine and lateral (1/32)
-Right side (0/16); Left side (0/16)*
Aslan [44] RCT University OrthoTechnology
Inc., Tampa, Fla
8 1.5 -Mn canine and first premolar (4/32)
-Right side (2/16); Left side (2/16)
Aydogdu [23] RCT University AbsoAnchor, Dentos,
Daegu, Korea
6 1.2 Mn lateral and canine (2/26)
Bechtold [45] RCT University Orlus18107,
Ortholution, Seoul,
Korea
7 1.8 -Mx first molar and second
premolar (3/24)
-Mixed insertion sites (7/52)
Blaya [46] pCS Private Sin Implant Systems,
São Paulo, SP, Brazil
10 1.2 Mx first molar and second premolar
(0/30)
Bushang [47] pCS University IMTEC Corporation,
Ardmore, OK
8 1.8 -Parapalatal (1/32)
-Mn first molar and second premolar
(1/22)
Canan [48] RCT University Yesanchor, Seoul,
Korea
9 1.8 Parapalatal (2/94)
Chen [49] pCS University Ci Bei Corporation,
Zhejiang, China
11 1.6 -Mx first molar and second premolar
(2/40)
-Mixed insertion sites (5/8)
Chopra [50] RCT Dental clinic NA NA NA -Mx first molar and second
premolar (2/50)
-Mn first molar and second
premolar (3/50)
-Right side (4/50); Left side (1/50)
Cozzani [51] pCCT NA M.A.S., Micerium,
Avegno, Italy
11 1.5 Paramedian (6/36)
Davoody [52] RCT University NA 8/9 1.8/2 Mx first molar and second premolar
(5/30)
Dawlatly [53] RCT University OsteoCare™ Implant
System, London, UK
9 1.8 Zygomatic buttress (1/20)
Duran [54] pCS Academy Forestadent,
Pforzheim, Germany
8 1.7 Paramedian (0/42)
Durrani [55] RCT University NA 10 2 -Mx first molar and second
premolar (10/60)
-Right side (8/30); Left side (2/30)
Eissa [56] RCT University MCT Tech, South
Korea
10 1.6 -Mn canine and first premolar (0/30)
-Right side (0/15); Left side (0/15)
El Beialy [57] pCS University Absoanchor, Dentos,
Daegu, Korea
8 1.2 -Mx first molar and second premolar
(4/22)
-Mn first molar and second premolar
(3/18)
Elkordy [58] RCT University 3 M Unitek 10 1.6 -Mn canine and first premolar (3/30)
Ge [59] RCT University ShenGang,
ZhangHua, Taiwan
14 2 Zygomatic buttress (10/48)
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Table 1 Characteristics of the included studies (Continued)
Study Design Setting OMI type Length in (mm) Diameter in (mm) Specific location (failed/total)
Gelgor [60] pCS University IMF Stryker,
Leibinger, Germany
14 1.8 Midpalatal (0/25)
Gelgor [61] pCCT NA IMF Stryker Leibinger,
Germany
14 1.8 Midpalatal (0/40)
Gupta [62] pCCT University Custom made
Denticon, Mumbai
8 1.4 -Mx first molar and second premolar
(9/40)
-Right side (6/20); Left side (3/20)
Iwai [63] RCT University ISA; Biodent, Tokyo,
Japan
8 1.6 Mx first molar and second premolar
(10/142)
Janson [64] pCS University AbsoAnchor,
Dentos, Daegu, Korea
7 1.5 Mx first molar and second premolar
(4/40)
Kayalar [65] RCT University Ortho Easy
Forestadent
10 1.7 Paramedian (0/20)
Khan [66] RCT University Dentaurum,
Ispringen, Germany
8 1.2 -Mx first molar and second premolar
(0/50)
-Right side (0/25); Left side (0/25)
Kim [67] pCS University C-implant, Seoul,
Korea
8.5 1.8 -Mx first molar and second
premolar (2/50)
-Right side (1/25); Left side (1/25)
Lee [68] pCCT University -Orlus18107,
Ortholution, Seoul,
Korea
-Orthoplant;
BioMaterials Korea
Inc., Seoul, Korea
7 1.8/2.5 -Mx first molar and second
premolar (2/36)
-Mx first and second premolars
(2/36)
Lehnen [69] RCT NA Dentaurum,
Ispringen, Germany
8 1.6 Mx first molar and second premolar
(7/60)
Liou [32] pCS NA Leibinger, Freiburg,
Germany
17 2 -Zygomatic buttress (0/32)
-Right side (0/16); Left side (0/16)
Liu [70] RCT NA Cibei, Ningbo, China 8 1.2 Mx first molar and second premolar
(8/68)
Manni [71] RCT NA MAS, Micerium,
Avegno, Italy
11 1.3–1.5 -Mn first molar and second
premolar (0/50)
-Right side (0/25); Left side (0/25)
Miresmaeili [72] pCS University NA 8/10 1.4/1.6/2 Parapalatal (5/52)
Miyazawa [73] pCS University Jeil Medical, Seoul,
Korea
8 1.6 -Mx first molar and second premolar
(3/23)
-VL (1/21)
Motoyoshi [74] pCS University ISA orthodontic
Implant, BIODENT,
Tokyo, Japan
8 1.6 -Mx first molar and second premolar
(13/115)
-Mn first molar and second premolar
(11/94)
-Right side (14/104); Left side (10/
105)
Motoyoshi [75] pCCT University ISA orthodontic
Implant, BIODENT,
Tokyo, Japan
8 1.6 Mx first molar and second premolar
(7/143)
Motoyoshi [76] pCS University ISA orthodontic
Implant, BIODENT,
Tokyo, Japan
8 1.6 -Mx first molar and second premolar
(5/82)
-Right side (3/41); Left side (2/41)
Motoyoshi [77] pCS University ISA orthodontic
Implant, BIODENT,
Tokyo, Japan
8 1.6 -Mx first molar and second premolar
(9/202)
-Right side (6/102); Left side (3/100)
Nalçaci [78] pCS University M-5146,11,Medartis
AG, Basel, Switzerland
11 2 Paramedian (0/42)
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Table 1 Characteristics of the included studies (Continued)
Study Design Setting OMI type Length in (mm) Diameter in (mm) Specific location (failed/total)
Nienkemper
[79]
pCS University PSM Medical
Solutions, Tuttlingen,
Germany
9 2 Paramedian (0/32)
Polat-Ozsoy
[80]
pCS University AbsoAnchor, Dentos,
Daegu, Korea
6 1.2 Mx lateral and canine (3/22)
Samrit [81] pCS NA AbsoAnchor, Dentos,
Daegu, Korea
NA NA -Mx first molar and second premolar
(0/20)
-Mn first molar and second premolar
(4/18)
-Right side (2/19); Left side (2/19)
Sarul [22] RCT University Forestadent,
Phorzheim, Germany
6/8 1.6 Mn first and second molars (14/54)
Saxena [82] pCS University Custom made SK
surgical
8 1.3 Mx lateral and canine (2/20)
Senisik [83] RCT University Absoanchor; Dentos,
Daegu, South Korea
5 1.3 Mx lateral and canine (3/30)
Sharma [84] RCT University Denticon OMI 8 1.2 Mx first molar and second premolar
(1/30)
Shigeeda [85] pCS University ISA Orthodontic Mini-
implants;
Biodent, Tokyo, Japan
8 1.6 -Mx first molar and second premolar
(3/79)
-Mn first molar and second premolar
(5/86)
Son [86] RCT University ISA Orthodontic
Biodent, Tokyo, Japan
8 1.6 -Mx first molar and second premolar
(6/140)
-Right side (5/70); Left side (1/70)
Suzuki [87] pCS University -Sistema Nacional de
Implantes, Sao Paulo,
Brazil
-ACR Mini-Implant,
BioMaterials Korea,
Guro-gu, Seoul, Korea
6/8 1.5 -Midpalatal (0/57)
-Mixed insertion sites (19/223)
Suzuki [88] RCT University AbsoAnchor; Dentos,
Daegu, Korea
5/6/7 1.3 -Mx first molar and second premolar
(8/122)
-Mn first molar and second premolar
(19/64)
-Right side (16/93); Left side (11/93)
Toklu [89] RCT University Total Anchor; Trimed,
Ankara, Turkey
9 1.8 Paramedian (2/26)
Tuncer [90] RCT University Absoanchor; Dentos,
Daegu, Korea
7 1.4/1.5 -Mx first molar and second premolar
(7/60)
Turkoz [91] RCT University Absoanchor; Dentos,
Daegu, Korea
7 1.4 Mx first molar and second premolar
(25/112)
Upadhyay [92] pCCT University Custom made OMI 8 1.3 Mx first molar and second premolar
(4/30)
Upadhyay [93] pCS University NA 8 1.3 Mx first molar and second premolar
(2/46)
Viwattanatipa
[94]
pCS University Osteomed, Dallas,
Tex
8/10/12 1.2 -Mx first molar and second premolar
(7/44)
-Zygomatic buttress (25/53)
Von Bremen
[95]
pCCT Private OrthoEasy®,
Forestadent,
Germany
8 1.8 -Mn first molar and second
premolar (10/34)
-Right side (5/17); Left side (5/17)
Watanabe [96] pCS University Absoanchor Dentos
Inc., Taegu, Korea
5/6/8 1.4 -Mx first molar and second premolar
(11/132)
-Mn first molar and second premolar
(17/58)
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Table 1 Characteristics of the included studies (Continued)
Study Design Setting OMI type Length in (mm) Diameter in (mm) Specific location (failed/total)
Watanabe [97] pCS University Dual-top Auto Screw
III; Jeil Medical, Seoul,
Korea
6 1.4 -Mx first molar and second premolar
(11/50)
-Parapalatal (6/70)
RCT randomised clinical trial, pCCT prospective controlled clinical trial, pCS prospective cohort study, VL various locations, Mn mandibular interradicular, Mx
maxillary interradicular, NA not available
*Side of insertion data were only presented for miniscrews inserted between the maxillary first molar and second premolar
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awarded stars were judged to be of low quality while
studies with six or more stars were considered to have a
high quality. Authors were contacted if there were miss-
ing data that needed clarification.Summary measures and synthesis of the results
For palatal, maxillary buccal and mandibular insertion
sites, data were eligible for pooling if two or more
studies reported the failure rate for a specific inser-
tion site. For dichotomous data, failure rates were
noted as events and demonstrated as event rates with
their corresponding 95% confidence intervals. Event
rates were synthesised using a logit transformed pro-
portion. For dichotomous data concerning the risk
factors, data were noted as events and expressed as
risk ratios as an effect estimate with 95% confidence
intervals in a pairwise forest plot. Forest plots were
generated using OpenMeta-Analyst. A random-effects
model as described by DerSimonian and Laird [18]
was considered a priori for the pooled estimates as it
takes into its consideration the possible existence of
heterogeneity. Statistical heterogeneity was assessed
using the I2 statistic. A 25%, 50% and 75% statistic
accounts for low, moderate and high levels of hetero-
geneity respectively. Moreover, the 95% predictive in-
tervals around the treatment effects were calculated,
whenever three or more studies were aggregated, to
incorporate existing heterogeneity and predict possible
treatment effects in future study settings. Studies were
sub-grouped according to the OMI insertion site. The
quality of the resultant evidence was graded following
the recommendations outlined in the Cochrane hand-
book for systematic reviews of interventions [12].Additional analyses
Publication bias was inspected using the generated
funnel plots whenever there were more than 10 stud-
ies. Further, a systematic assessment using Begg and
Mazumdar’s rank correlation [19] and Egger’s linear
regression tests [20] were utilised. Although the visual
inspection of the generated funnel plots has been
widely used for assessing publication bias, it is highly
based on the subjective opinion of the viewer and its
reliability is questionable [21] justifying the additionaluse of other analyses. To investigate the robustness of
this review, additional sensitivity tests were performed
investigating the impact of removing each individual
study on the overall outcome. Additionally, studies
with a non-randomised design and those reporting a
small number of inserted OMIs (< 100) were further
excluded.Results
Study selection and characteristics
The initial electronic search yielded 7961 results
supplemented by another 8 results obtained through
the additional review of reference lists. 2966 studies
remained after duplicate removal, and those were
screened based on their titles and abstracts. A final
sample of 227 articles with their full texts were re-
trieved and assessed against the inclusion/exclusion
criteria leaving 63 articles after the exclusion of 164
articles (Fig. 1). The electronic database search with
the applied search strategy and the list of articles ex-
cluded based on their full texts are provided
(Additional file 2: Table S1).
Sixty-three studies met the inclusion criteria with 28
RCTs, 9 pCCTs and 26 pCS (Table 1). These studies
reported on various insertion sites most notably in the
interradicular areas between the first molars and second
premolars and in palatal insertion sites. Authors were
contacted whenever there were any unclear data that
needed clarification. The full list of communications
is presented in Additional file 3: Table S2. The add-
itional reported risk factors including the impact of
root contact, maxillary sinus penetration and bone
density were gathered in a separate form
(Additional file 4: Table S3).Risk of bias within studies
Based on the overall score within all of the assessed do-
mains, eight RCTs had an overall low risk of bias. Ten
studies had an overall high risk of bias, and the rest had
an unclear risk of bias. The risk of bias within the in-
cluded studies is presented (Figs. 2 and 3).
Sixteen prospective non-randomised studies scored six
or more points on the NOS star grading system and
were assessed to be of high quality. The other nineteen
Fig. 2 Risk of bias summary, high risk of bias (red), low risk of bias
(green), and unclear risk of bias (yellow)
Mohammed et al. Progress in Orthodontics  (2018) 19:36 Page 8 of 18studies were judged to have a low overall quality scoring
less than six points (Fig. 4).
The Kappa statistic between the two examiners was
found to be 0.91 indicating a good level of agreement
between the examiners [15].
Results of individual studies and synthesis of the results
Palatal insertion sites
Three palatal insertion sites (Midpalatal, Paramedian
and Parapalatal) were investigated in this systematic re-
view. Overall, the failure for the OMIs inserted in the
palate was found to be 4.7% (95% Cl 2.7–8.1). The fail-
ure rates of the OMIs inserted in the midpalatal region,
in three studies, were pooled together to produce an
overall failure of (1.3%, 95% Cl 0.3–6). However, the ag-
gregated figures, from six studies that tested the failure
rate of OMIs inserted in the paramedian region, was
4.8% (95% Cl 1.6–13.4). Similarly, the failure rates of the
OMIs inserted in the parapalatal area were aggregated
from five studies to produce an overall 5.5% (95% Cl
2.8–10.7) failure rate (Fig. 5).
Maxillary buccal insertion sites
Three maxillary buccal OMI locations were analysed in
this review. The overall failure for the maxillary buccal
insertion sites was found to be 9.6% (95% Cl 7.6–12.1).
Thirty-seven studies explored the failure rate for OMIs
placed in the interradicular area between the maxillary
first molar and second premolar with an overall 9.2%
(95% Cl 7.4–11.4) failure rate. The aggregated failure
rates of the OMIs inserted between the maxillary lateral
incisor and canine were pooled to produce an overall
9.7% (95% Cl 5.1–17.6) failure rate, while the aggregated
failure rates of the OMIs inserted in the zygomatic but-
tress location from four studies was found to be 16.4%
(95% Cl 4.9–42.5) (Fig. 6).
Mandibular insertion sites
Two mandibular insertion sites were included in the
quantitative synthesis which showed an overall failure
rate of 12.3% (95% Cl 7.3–20.1). Eight studies reported
on the failure rates for OMIs inserted between the man-
dibular first molar and second premolar with an overall
13.5% (95% Cl 7.3–23.6) failure rate. Three studies were
aggregated for the interradicular insertion of the OMIs
between the mandibular canine and first premolar,
resulting in a 9.9% (95% Cl 4.9–19.1) failure rate (Fig. 7).
One study investigated the failure rate for OMIs inserted
in the interradicular location between the mandibular
first and second molar and reported a 25.9% failure rate
[22]. Another study reported a 7.6% failure rate for
OMIs placed between the mandibular canine and lateral
incisor [23]. These two studies [22, 23] were not in-
cluded in the quantitative analysis.
Fig. 3 Risk of bias graph
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Fourteen studies investigated the influence of side of
insertion on interradicular OMI failure with an over-
all pooled risk ratio of 1.57 (95% CI 1.04–2.35) lean-
ing towards more failures in the right side. The
results were significant when the OMIs were
inserted between the maxillary first molars and sec-
ond premolars with a risk ratio of 2.06 (95% CI
1.16–3.64). On the other hand, a statistically
non-significant risk ratio of 1.000 (95% CI 0.191–
5.238) and 1.2 (95% CI 0.6–2.2) was observed when
the OMIs were placed between the mandibular ca-
nine and first premolar and between the mandibular
first molar and second premolar respectively (Fig. 8).
The influence of maxillary sinus penetration on the
failure rates of OMIs inserted between the maxillary
first molars and second premolars was investigated
in three studies with a statistically significant risk ra-
tio of 5.26 (95% CI 1.47–18.74) (Fig. 9). Eight studies
investigated the impact of root contact on OMI fail-
ure for OMIs inserted between the first molars and
second premolars and assessed with cone beam tom-
ography ending with a pooled risk ratio of 8.7 (95%
Cl 5.1–14.7) (Fig. 10).Assessment of publication bias and grading of resultant
evidence
The inspection of the funnel plot (Fig. 11) that was
generated for the pooled studies investigating the
OMIs’ placement between the maxillary first molar
and second premolar showed an asymmetrical pattern
in the bottom of the funnel plot. Egger’s test reported
a (p value < 0.001) with Begg and Mazumdar’s test
having a value of 0.02 which hints towards the exist-
ence of publication bias [24]. An adjusted effect esti-
mate of 10.9% (95% CI 9.6–12.4) was imputed
following the trim and fill method to gauge the effect
of those missing studies.The quality of the resultant evidence ranged from
very low to low mainly due to the design and limita-
tions observed within some of the included studies.
However, the quality of evidence was found to be
moderate for the impact of root contact on the failure
of OMIs. A detailed explanation of each outcome is
represented in Additional file 5: Table S4.Sensitivity analyses
Sensitivity analysis was performed to investigate the ro-
bustness of the results by assessing the impact of each
individual study on the overall results and the inclusion
of non-randomised studies. No significant differences
were noted when individual or small studies were ex-
cluded from the original synthesis. On the other hand,
exclusion of non-randomised studies resulted in a modest
decrease in the failure rates when OMIs are placed in pal-
atal or maxillary buccal insertion sites. However, failure
rates were significantly decreased for OMIs inserted be-
tween the mandibular first molars and second premolars
when non-randomised studies were excluded 8.4% (95%
CI 1.4–37.8). Exclusion of non-randomised studies investi-
gating the influence of maxillary sinus perforation on
OMI failure was not carried out due to the presence of
only one RCT (Additional file 6: Figure S1.).
Considerable heterogeneity was observed for the
pooled results from the zygomatic buttress with an I2
value of 83.7 and 79.75% for the OMIs inserted be-
tween the mandibular first molar and second pre-
molar. Sources of heterogeneity were further gauged
by the additional analyses that were performed. How-
ever, other possible variables like operators’ experi-
ence, surgical placement techniques and others were
not adequately reported within the included studies
and should be thoroughly addressed in future study
settings. A detailed summary of the results obtained
from the quantitative synthesis and sensitivity analyses
are presented in (Additional file 7: Table S5).
Fig. 4 The Newcastle-Ottawa scale for the assessment of the quality of the prospective non-randomised studies
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Summary of evidence
There is no doubt that the quality of healthcare
delivery to potential orthodontic patients is affected
by the selection of the OMI insertion site. A
problematic location might result in hindering the ef-
ficacy of orthodontic treatment through consistent
failures, thus, prolonging treatment time. It is import-
ant to understand the anatomical limitations of vari-
ous OMI insertion sites. This review attempts toprovide a clinical guide to the selection of the appro-
priate OMI insertion sites as well as present an
insight into the risk factors that might potentially in-
fluence OMI failure. A summarised diagrammatic
presentation of the analysed OMIs locations, based
on the quantitative synthesis, is shown in Fig. 12.
Palatal sites
The palate naturally offers an excellent location for
OMI insertion being far from the roots of the teeth.
Fig. 5 Forest plot showing the failure rates for various palatal insertion sites
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offering an excellent location for OMI insertion. This
might be attributed to the thinness of the soft tissues
and the quality of the cortical bone in this area,
altogether with the direct ease of insertion [25, 26].
The failure rate for the paramedian OMIs was 4.8%
falling just behind the midpalatal area and demon-
strating another excellent alternative for OMI inser-
tion. The parapalatal area is utilised by inserting
OMIs in the lateral borders of the palate. This inser-
tion site has been widely used for intrusion purposes
of the maxillary posterior teeth [27, 28]. The failure
rate for the parapalatal area was 5.5% acting as a
good alternative palatal insertion site. When com-
pared to the other insertion sites, the possibility of
touching the roots in the parapalatal is higher and
that might be the reason for the increased failure rate
in this palatal OMI anatomical insertion site.
Maxillary buccal insertion sites
The most popular insertion site for the OMIs is be-
tween the maxillary first molars and second premo-
lars with thirty seven studies being aggregated to
produce a total of 9.2% failure rate in this insertion
site. This location provides simple and, yet, effective
mechanics for handling premolar extraction cases,
hence, showing acceptable success rates. The insertion
site between the maxillary canine and the lateral inci-
sor had an almost identical failure rate of 9.7%, both
falling behind the palatal sites in terms of successrates. This can be attributed to the closeness of the
roots to OMIs insertion sites. Another popular inter-
radicular insertion site for the intrusion of anterior
teeth is between the maxillary centrals. However, the
studies reporting on this subject had small sample
sizes and were not included in this review [29–31].
The least successful insertion site was the zygomatic
buttress, the pillar of the cortical bone along the
zygomatic process in the maxilla [32], with an overall
failure rate of 16.4%, the highest among all of the in-
vestigated insertion sites. This high failure rate might
be explained by the nature of the movable gingiva at
the insertion site of the OMIs as well as the poor ac-
cessibility to this site during insertion and cleaning.
Another aspect observed in this review was the sig-
nificant heterogeneity among the included studies in
terms of the failure rate of OMIs inserted in the
maxillary buccal regions; this may be due to the dif-
ferent methodologies (different insertion techniques,
i.e. surgical and non-surgical placement).
Mandibular insertion sites
The most common insertion site in the mandible is
between the mandibular first molars and second pre-
molars with a reported failure rate of 13.5%. This
higher failure rate is consistent with the findings of
previous systematic reviews [9, 10, 33]. Another
popular mandibular insertion site is between the roots
of the first premolars and canines. OMIs inserted in
this region are commonly utilised for mesialising the
Fig. 6 Forest plot showing the failure rates for various maxillary buccal insertion sites
Fig. 7 Forest plot showing the failure rates for various mandibular buccal insertion sites
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Fig. 8 Forest plot showing the risk ratio for failure when OMIs where placed in the right versus the left sides
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anchorage reinforcement with fixed functional appli-
ances. This review showed that OMIs inserted be-
tween the roots of the first premolars and canines
have a failure rate just below 10%.
On the other hand, one study showed that OMIs
inserted between the mandibular molars have a high fail-
ure rate (26%) [22]. This could be attributed to two rea-
sons, first, the moveable gingivae covering the region of
insertion and, secondly, the difficult access. A single
study reported that four out of a total of 26 OMIs
inserted between the mandibular canine and lateral inci-
sor showed some degree of mobility; however, two of
them were capable of still serving their function [23].
This low success rate of the inserted OMIs could be as-
sociated with the thin mobilised and non-keratinised
gingivae at the region of insertion.
Risk factors
Multiple factors influence the success of OMIs which
subsequently influence the end results reported by dif-
ferent studies [34, 35]. Insertion sites’ related risk factors
are the risk factors presenting limitations to a selectedFig. 9 Forest plot showing the risk ratio for failure when OMIs penetrated
sinus perforation)insertion site. Those factors could be due to anatomical
limitations such as the proximity to vital structures and
roots, soft tissue thickness, cortical bone density/quality
or the side of insertion. Root contact and maxillary
sinus perforation were found to have a significant con-
tribution to the failure of OMIs inserted between the
first molars and second premolars. These results mani-
fest in a clinically significant effect explaining the less
successful outcomes between the interradicular OMIs
and those inserted in the palate. This indicates that
avoiding root contact when utilizing an interradicular
insertion site is paramount [36, 37]. The right side has
been reported in many studies to have higher failure
rates which might be attributed to the operator’s hand
preference altogether with the patient’s brushing prefer-
ence. However, in our review, the results were margin-
ally significant in favour of the left side which is less
likely to produce an impact on the clinical decisions.
On the other hand, the differences in the methods of
analysis, units of analysis and insertion locations in
studies investigating the influence of bone densities
hindered the aggregation of these results into a quanti-
tative synthesis.the maxillary sinus. Trt (OMIs perforating sinus), Ctrl (OMIs without
Fig. 10 Forest plot showing the risk ratio for failure when OMIs contacted the roots, Trt (root contact), Ctrl (no root contact)
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The included studies were only in the English language. A
decision was made to only include the English articles due to
the difficulty and limited resources in obtaining translations
of large number of articles in a variety of different languages.
Studies with less than 20 inserted OMIs were excluded.
Although this could be considered as a limitation, these
studies probably lack the power to influence the outcomes
of data synthesis.
The authors acknowledge that many studies presented
in this review have shown poor methodological design
with wide confidence intervals within some of the gener-
ated quantitative analyses; this in turn decreases the
conclusiveness of the presented findings.
Recommendations for clinical practice
The results presented in this review provide a useful
clinical guide for the selection of appropriate insertionFig. 11 Funnel plot of the studies reporting on the interradicular location
denote the imputed missing studies)sites for OMIs. Based on the available evidence, high
success rates can be expected from the OMIs placed in
the palate whether they are placed in the midpalatal,
paramedian or the parapalatal areas with no notable re-
ported adverse effects. The success rates of OMIs placed
in the interradicular maxillary areas, between the first
molars and second premolars and between the lateral
incisors and canines were found to be acceptable
altogether with those placed in the mandible between
the canine and first premolar. OMIs placed in the man-
dible between the first molars and second premolars
and those inserted in the zygomatic buttress showed the
highest failure rates, though they can still be used as
their success rates may still be considered within the ac-
ceptable limits. The choice of OMI insertion site falls
on the clinician, but patients should be informed about
the potential failure rates related to the choice of site
and the possible associated risk factors.between the maxillary first molar and second premolar (black dots
Fig. 12 Diagram demonstrating failure rates obtained from the quantitative synthesis
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Although this review included 63 studies, some insertion
sites were not investigated and others were only reported
in a small number of trials. Another problem presented it-
self as many studies suffered methodological drawbacks.
High-quality RCTs, investigating this crucial area and ex-
ploring various insertion sites, are needed. Ideally, trials
should include a proper sequence generation, allocation
concealment, blinding, reporting of the results and ad-
equately powered through a prior sample size calculation.
Conclusions
 Orthodontic miniscrew implants provide acceptable
success rates that vary among the explored insertion
sites.
 Low quality of evidence suggests that miniscrew
implants inserted in palatal locations exhibit a failure
rate of 1.3, 4.8 and 5.5% for the midpalatal,
paramedian and parapalatal locations respectively.
 Very low quality of evidence suggests that
miniscrews inserted in the zygomatic buttress suffer
from a failure rate of 16.4%.
 Very low quality of evidence also suggests that
miniscrews inserted in interradicular locations
between the first molars and second premolars
suffer from a failure rate of 9.2% for those inserted
in the maxilla and 13.5% for those inserted in the
mandible.
 Moderate quality of evidence indicates that root
contact is a major risk factor contributing to the
failure of orthodontic miniscrew implants
inserted between the first molars and second
premolars. Further high-quality research is needed to investi-
gate other commonly utilised insertion sites while
reporting on the different possible risk factors.
Additional files
Additional file 1: Protocol. (PDF 185 kb)
Additional file 2: Table S1. Databases, search strategies and exclusions.
(PDF 271 kb)
Additional file 3: Table S2. List of communications. (PDF 137 kb)
Additional file 4: Table S3. Additional risk factors. (PDF 168 kb)
Additional file 5: Table S4. Grading of evidence. (PDF 848 kb)
Additional file 6: Figure S1. Sensitivity analyses. (PDF 530 kb)
Additional file 7: Table S5. Statistical summary. (PDF 996 kb)
Abbreviations
CI: Confidence interval; Ctrl: Control group; Ev: Events; Mn: Mandibular
interradicular; Mx: Maxillary interradicular; NA: Data not available;
NOS: Newcastle-Ottawa scale; OMI: Orthodontic miniscrew implant;
pCCT: Prospective controlled clinical trial; pCS: Prospective cohort study;
RCT: randomised clinical trial; Trt: Treatment group; VL: Various locations
Availability of data and materials
Data and materials are presented in the paper.
Declaration
This manuscript is an original work, and it is neither under consideration nor
has it been previously published in any other journal. All authors have read
and approved the final manuscript and are accountable for all aspects of the
accuracy and integrity.
Authors’ contributions
HM and DB designed the study. HM, MA and MR performed the search of
literature and study selection. HM and KW performed the data extraction. DB
was involved as a third reviewer in the process of data extraction. HM and
RS judged the methodological quality with disagreements resolved by MR.
HM analysed the data and wrote the manuscript. HM, MA and DB worked
on data interpretation. DB guided the protocol development, supervised this
work and refined the manuscript. All authors read and approved the final
manuscript.
Mohammed et al. Progress in Orthodontics  (2018) 19:36 Page 16 of 18Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1School of Dentistry, University of Dundee, Dundee, UK. 2Discipline of
Orthodontics, Faculty of Dentistry, University of Sydney, Sydney, Australia.
Received: 10 November 2017 Accepted: 21 June 2018
References
1. Nanda RS, Kierl MJ. Prediction of cooperation in orthodontic treatment. Am
J Orthod Dentofac Orthop. 1992;102:15–21.
2. Sandler J, Murray A, Thiruvenkatachari B, Gutierrez R, Speight P, O’Brien K.
Effectiveness of 3 methods of anchorage reinforcement for maximum
anchorage in adolescents: A 3-arm multicenter randomized clinical trial. Am
J Orthod Dentofac Orthop. 2014;146:10–20.
3. Samuels RHA, Brezniak N. Orthodontic facebows: safety issues and current
management. J Orthod. 2002;29:101–7.
4. Diar-Bakirly S, Feres MF, Saltaji H, Flores-Mir C, El-Bialy T. Effectiveness of the
transpalatal arch in controlling orthodontic anchorage in maxillary premolar
extraction cases: A systematic review and meta-analysis. Angle Orthod.
2016;87:147–58.
5. Stivaros N, Lowe C, Dandy N, Doherty B, Mandall NA. A randomized clinical
trial to compare the Goshgarian and Nance palatal arch. Eur J Orthod. 2010;
32:171–6.
6. Rebellato J, Lindauer SJ, Rubenstein LK, Isaacson RJ, Davidovitch M, Vroom
K. Lower arch perimeter preservation using the lingual arch. Am J Orthod
Dentofac Orthop. 1997;112:449–56.
7. Jambi S, Walsh T, Sandler J, Benson PE, Skeggs RM, O'Brien KD.
Reinforcement of anchorage during orthodontic brace treatment with
implants or other surgical methods. Cochrane Database Syst Rev. 2014;8:
CD005098.
8. Schätzle M, Männchen R, Zwahlen M, Lang NP. Survival and failure rates of
orthodontic temporary anchorage devices: a systematic review. Clin Oral
Implants Res. 2009;20:1351–9.
9. Dalessandri D, Salgarello S, Dalessandri M, Lazzaroni E, Piancino M, Paganelli
C, Maiorana C, Santoro F. Determinants for success rates of temporary
anchorage devices in orthodontics: a meta-analysis (n> 50). Eur J Orthod.
2014;36:303–13.
10. Papageorgiou SN, Zogakis IP, Papadopoulos MA. Failure rates and
associated risk factors of orthodontic miniscrew implants: a meta-analysis.
Am J Orthod Dentofac Orthop. 2012;142:577–95.
11. Rodriguez JC, Suarez F, Chan HL, Padial-Molina M, Wang HL. Implants for
orthodontic anchorage: success rates and reasons of failures. Implant Dent.
2014;23:155–61.
12. Ludwig B, Glasl B, Bowman SJ, Wilmes B, Kinzinger GS, Lisson JA.
Anatomical guidelines for miniscrew insertion: palatal sites. J Clin Orthod.
2011;45:433.
13. Ludwig B, Glasl B, Kinzinger GS, Lietz T, Lisson JA. Anatomical guidelines for
miniscrew insertion: Vestibular interradicular sites. J Clin Orthod. 2011;45:165.
14. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. Ann Intern
Med. 2009;151:264–9.
15. Landis JR, Koch GG. The measurement of observer agreement for
categorical data. Biometrics. 1977;33:159–74.
16. Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD, Savović J,
Schulz KF, Weeks L, Sterne JA. The Cochrane Collaboration’s tool for
assessing risk of bias in randomised trials. Bmj. 2011;343:d5928.17. Wells GA, Shea B, O’connell D, Peterson JEA, Welch V, Losos M and Tugwell
P. The Newcastle-Ottawa Scale (NOS) for assessing the quality of
nonrandomised studies in meta-analyses, 2000.
18. DerSimonian R, Laird N. Meta-analysis in clinical trials. Control Clin Trials.
1986;7:177–88.
19. Begg CB, Mazumdar M. Operating characteristics of a rank correlation test
for publication bias. Biometrics. 1994:1088–101.
20. Macaskill P, Walter SD, Irwig L. A comparison of methods to detect
publication bias in meta-analysis. Stat Med. 2001;20:641–54.
21. Greenland S. Invited commentary: a critical look at some popular meta-
analytic methods. Am J Epidemiol. 1994;140:290–6.
22. Sarul M, Minch L, Park HS, Antoszewska-Smith J. Effect of the length of
orthodontic mini-screw implants on their long-term stability: A prospective
study. Angle Orthod. 2015;85:33–8.
23. Aydoğdu E, Özsoy ÖP. Effects of mandibular incisor intrusion obtained using a
conventional utility arch vs bone anchorage. Angle Orthod. 2011;81:767–75.
24. Sterne JA, Sutton AJ, Ioannidis JP, Terrin N, Jones DR, Lau J, Carpenter J,
Rücker G, Harbord RM, Schmid CH, Tetzlaff J. Recommendations for
examining and interpreting funnel plot asymmetry in meta-analyses of
randomised controlled trials. Bmj. 2011;343:d4002.
25. Kim YH, Yang SM, Kim S, Lee JY, Kim KE, Gianelly AA, Kyung SH. Midpalatal
miniscrews for orthodontic anchorage: factors affecting clinical success. Am
J Orthod Dentofac Orthop. 2010;137:66–72.
26. Kang YG, Kim JY, Nam JH. Control of maxillary dentition with 2 midpalatal
orthodontic miniscrews. Am J Orthod Dentofac Orthop. 2011;140:879–85.
27. Lee HA, Park YC. Treatment and posttreatment changes following intrusion
of maxillary posterior teeth with miniscrew implants for open bite
correction. Korean J Orthod. 2008;38:31–40.
28. Yao CCJ, Lee JJ, Chen HY, Chang ZCJ, Chang HF, Chen YJ. Maxillary molar
intrusion with fixed appliances and mini-implant anchorage studied in three
dimensions. Angle Orthod. 2005;75:754–60.
29. Al-Falahi BA, Hammad SM, El-Kenawy MH, Fouda MA. Intrusion of maxillary
incisors by mini-screw anchorage of Angle Class II division 2 malocclusion
cases. Int J Orthod. 2012;23:29–35.
30. Ohnishi H, Yagi T, Yasuda Y, Takada K. A mini-implant for orthodontic
anchorage in a deep overbite case. Angle Orthod. 2005;75:444–52.
31. Nayak UK, Goyal V, Godhrawala F, Saxena R. Comparison of Skeletodental
Changes Occurring during Deep Overbite Correction with Mini-Implant
Anchorage System and the Utility Arches Reinforced by a Transpalatal Arch.
J Indian Orthod Soc. 2011;45:9.
32. Liou EJ, Pai BC, Lin JC. Do miniscrews remain stationary under orthodontic
forces? Am J Orthod Dentofac Orthop. 2004;126:42–7.
33. Hong SB, Kusnoto B, Kim EJ, BeGole EA, Hwang HS, Lim HJ. Prognostic
factors associated with the success rates of posterior orthodontic miniscrew
implants: A subgroup meta-analysis. Korean J Orthod. 2016;46:111–25.
34. Chen Y, Kyung HM, Zhao WT, Yu WJ. Critical factors for the success of
orthodontic mini-implants: a systematic review. Am J Orthod Dentofac
Orthop. 2009;135:284–91.
35. Yi J, Ge M, Li M, Li C, Li Y, Li X, Zhao Z. Comparison of the success rate
between self-drilling and self-tapping miniscrews: a systematic review and
meta-analysis. Eur J Orthod. 2016; https://doi.org/10.1093/ejo/cjw036.
36. Santiago RC, de Paula FO, Fraga MR, Assis NMSP, Vitral RWF. Correlation
between miniscrew stability and bone mineral density in orthodontic
patients. Am J Orthod Dentofac Orthop. 2009;136:243–50.
37. Suzuki EY, Buranastidporn B. An adjustable surgical guide for miniscrew
placement. J Clin Orthod. 2005;39:588–90.
38. Aboul SMBED, El-Beialy AR, El-Sayed KMF, Selim EMN, El-Mangoury NH,
Mostafa YA. Miniscrew implant-supported maxillary canine retraction with
and without corticotomy-facilitated orthodontics. Am J Orthod Dentofac
Orthop. 2011;139:252–9.
39. Ağlarcı C, Esenlik E, Fındık Y. Comparison of short-term effects between face
mask and skeletal anchorage therapy with intermaxillary elastics in patients
with maxillary retrognathia. Eur J Orthod. 2015;38:313–23.
40. Akay MC, Aras A, Günbay T, Akyalçın S, Koyuncue BÖ. Enhanced effect of
combined treatment with corticotomy and skeletal anchorage in open bite
correction. J Oral Maxillofac Surg. 2009;67:563–9.
41. Al Maaitah EF, Safi AA, Abdelhafez RS. Alveolar bone density changes
around miniscrews: A prospective clinical study. Am J Orthod Dentofac
Orthop. 2012;142:758–67.
42. Al-Sibaie S, Hajeer MY. Assessment of changes following en-masse
retraction with mini-implants anchorage compared to two-step retraction
Mohammed et al. Progress in Orthodontics  (2018) 19:36 Page 17 of 18with conventional anchorage in patients with class II division 1
malocclusion: a randomized controlled trial. Eur J Orthod. 2013;36:275–83.
43. Aras I, Tuncer AV. Comparison of anterior and posterior mini-implant- assisted
maxillary incisor intrusion: Root resorption and treatment efficiency. Angle
Orthod. 2016;
44. Aslan BI, Kucukkaraca E, Turkoz C, Dincer M. Treatment effects of the Forsus
Fatigue Resistant Device used with miniscrew anchorage. Angle Orthod.
2013;84:76–87.
45. Bechtold TE, Kim JW, Choi TH, Park YC, Lee KJ. Distalization pattern of the
maxillary arch depending on the number of orthodontic miniscrews. Angle
Orthod. 2013;83:266–73.
46. Blaya MG, Blaya DS, Guimarães MB, Hirakata LM, Marquezan M. Patient's
perception on mini-screws used for molar distalization. Rev Odonto Cienc.
2010;25:266–70.
47. Buschang PH, Carrillo R, Rossouw PE. Orthopedic correction of growing
hyperdivergent, retrognathic patients with miniscrew implants. J Oral
Maxillofac Surg. 2011;69:754–62.
48. Canan S, Şenışık NE. Comparison of the treatment effects of different rapid
maxillary expansion devices on the maxilla and the mandible. Part 1:
Evaluation of dentoalveolar changes. Am J Orthod Dentofac Orthop. 2017;
151(6):1125–38.
49. Chen G, Chen S, Zhang XY, Jiang RP, Liu Y, Shi FH, Xu TM. A new method
to evaluate the positional stability of a self-drilling miniscrew. Orthod
Craniofacial Res. 2015;18:125–33.
50. Chopra SS, Mukherjee M, Mitra R, Kochar GD, Kadu A. Comparative
evaluation of anchorage reinforcement between orthodontic implants and
conventional anchorage in orthodontic management of bimaxillary
dentoalveolar protrusion. Med J Armed Forces India. 2017;73(2):159–66.
51. Cozzani M, Pasini M, Zallio F, Ritucci R, Mutinelli S, Mazzotta L, Giuca MR,
Piras V. Comparison of maxillary molar distalization with an implant-
supported distal jet and a traditional tooth-supported distal jet appliance.
Int J Dent. 2014;
52. Davoody AR, Posada L, Utreja A, Janakiraman N, Neace WP, Uribe F, Nanda
R. A prospective comparative study between differential moments and
miniscrews in anchorage control. Eur J Orthod. 2012;35:568–76.
53. El-Dawlatly MM, Abou-EL-Ezz AM, El-Sharaby FA, Mostafa YA. Zygomatic
mini-implant for Class II correction in growing patients. J Orofac Orthop.
2014;75:213–25.
54. Duran GS, Görgülü S, Dindaroğlu F. Three-dimensional analysis of tooth
movements after palatal miniscrew-supported molar distalization. Am J
Orthod Dentofac Orthop. 2016;150:188–97.
55. Durrani OK, Shaheed S, Khan A, Bashir U. Comparison of in-vivo failure of
single-thread and dual-thread temporary anchorage devices over 18
months: A split-mouth randomized controlled trial. Am J Orthod Dentofac
Orthop. 2017;152(4):451–7.
56. Eissa O, El-Shennawy M, Gaballah S, El-Meehy G, El Bialy T. Treatment
outcomes of Class II malocclusion cases treated with miniscrew-anchored
Forsus Fatigue Resistant Device: A randomized controlled trial. Angle
Orthod. 2017;
57. El-Beialy AR, Abou-El-Ezz AM, Attia KH, El-Bialy AM, Mostafa YA. Loss of
anchorage of miniscrews: a 3-dimensional assessment. Am J Orthod
Dentofac Orthop. 2009;136:700–7.
58. Elkordy SA, Abouelezz AM, Salah Fayed MM, Attia KH, Rahman Ishaq RA,
Mostafa YA. Three-dimensional effects of the mini-implant–anchored Forsus
Fatigue Resistant Device: A randomized controlled trial. Angle Orthod. 2015;
86(2):292–305.
59. Ge YS, Liu J, Chen L, Han JL, Guo X. Dentofacial effects of two facemask
therapies for maxillary protraction: Miniscrew implants versus rapid maxillary
expanders. Angle Orthod. 2012;82:1083–91.
60. Gelgör İE, Büyükyilmaz T, Karaman AI, Dolanmaz D, Kalayci A. Intraosseous
screw-supported upper molar distalization. Angle Orthod. 2004;74:838–50.
61. Gelgor IE, Karaman AI, Buyukyilmaz T. Comparison of 2 distalization systems
supported by intraosseous screws. Am J Orthod Dentofac Orthop. 2007;131:
161–e1.
62. Gupta N, Kotrashetti SM, Naik V. A comparitive clinical study between self
tapping and drill free screws as a source of rigid orthodontic anchorage. J
Maxillofac Oral Surg. 2012;11:29–33.
63. Iwai H, Motoyoshi M, Uchida Y, Matsuoka M, Shimizu N. Effects of tooth
root contact on the stability of orthodontic anchor screws in the maxilla:
comparison between self-drilling and self-tapping methods. Am J Orthod
Dentofac Orthop. 2015;147:483–91.64. Janson G, Gigliotti MP, Estelita S, Chiqueto K. Influence of miniscrew dental
root proximity on its degree of late stability. Int J Oral Maxillofac Surg. 2012;
42:527–34.
65. Kayalar E, Schauseil M, Kuvat SV, Emekli U, Fıratlı S. Comparison of tooth-
borne and hybrid devices in surgically assisted rapid maxillary expansion: A
randomized clinical cone-beam computed tomography study. J Cranio-
Maxillofac Surg. 2016;44:285–93.
66. Khan BI, Singaraju GS, Mandava P, Reddy GV, Nettam V, Bhavikati VN.
Comparison of Anchorage Pattern under Two Types of Orthodontic Mini-
Implant Loading During Retraction in Type A Anchorage Cases. J Clin Diagn
Res. 2016;10(10):ZC98.
67. Kim SH, Kang SM, Choi YS, Kook YA, Chung KR, Huang JC. Cone-beam
computed tomography evaluation of mini-implants after placement: is root
proximity a major risk factor for failure? Am J Orthod Dentofac Orthop.
2010;138:264–76.
68. Lee KJ, Park YC, Hwang CJ, Kim YJ, Choi TH, Yoo HM, Kyung SH. Displacement
pattern of the maxillary arch depending on miniscrew position in sliding
mechanics. Am J Orthod Dentofac Orthop. 2011;140:224–32.
69. Lehnen S, McDonald F, Bourauel C, Jäger A. Expectations, acceptance and
preferences of patients in treatment with orthodontic mini-implants. J
Orofac Orthop. 2011;72:214–22.
70. Liu YH, Ding WH, Liu J, Li Q. Comparison of the differences in
cephalometric parameters after active orthodontic treatment applying mini-
screw implants or transpalatal arches in adult patients with bialveolar dental
protrusion. J Oral Rehabil. 2009;36:687–95.
71. Manni A, Pasini M, Mauro C. Comparison between Herbst appliances with
or without miniscrew anchorage. Dent Res J. 2012;9(suppl 2):S216–21.
72. Miresmaeili A, Sajedi A, Moghimbeigi A, Farhadian N. Three- dimensional
analysis of the distal movement of maxillary 1st molars in patients fitted
with mini-implant-aided trans-palatal arches. Korean J Orthod. 2015;45:236–44.
73. Miyazawa K, Kawaguchi M, Tabuchi M, Goto S. Accurate pre-surgical
determination for self-drilling miniscrew implant placement using surgical
guides and cone-beam computed tomography. Eur J Orthod. 2010;32:735–40.
74. Motoyoshi M, Inaba M, Ono A, Ueno S, Shimizu N. The effect of cortical bone
thickness on the stability of orthodontic mini-implants and on the stress
distribution in surrounding bone. Int J Oral Maxillofac Surg. 2009;38:13–8.
75. Motoyoshi M, Uchida Y, Matsuoka M, Inaba M, Iwai H, Karasawa Y, Shimizu
N. Assessment of damping capacity as an index of root proximity in self-
drilling orthodontic mini-implants. Clin Oral Investig. 2014;18:321–6.
76. Motoyoshi M, Sanuki-Suzuki R, Uchida Y, Saiki A, Shimizu N. Maxillary sinus
perforation by orthodontic anchor screws. J Oral Sci. 2015;57:95–100.
77. Motoyoshi M, Uchida Y, Inaba M, Ejima KI, Honda K, Shimizu N. Are
assessments of damping capacity and placement torque useful in
estimating root proximity of orthodontic anchor screws? Am J Orthod
Dentofac Orthop. 2016;150(1):124–9.
78. Nalçaci R, Biçakçi AA, Ozan F. Noncompliance screw supported maxillary
molar distalization in a parallel manner. Korean J Orthod. 2010;40:250–9.
79. Nienkemper M, Wilmes B, Pauls A, Drescher D. Maxillary protraction using a
hybrid hyrax-facemask combination. Prog Orthod. 2013;14:5.
80. Polat-Ozsoy O, Arman-Ozcirpici A, Veziroglu F. Miniscrews for upper incisor
intrusion. Eur J Orthod. 2009;31:412–6.
81. Samrit V, Kharbanda OP, Duggal R, Seith A, Malhotra V. Bone density and
miniscrew stability in orthodontic patients. Aust Orthod J. 2012;28:204.
82. Saxena R, Kumar PS, Upadhyay M, Naik V. A clinical evaluation of
orthodontic mini-implants as intraoral anchorage for the intrusion of
maxillary anterior teeth. World J Orthod. 2010;11:346–51.
83. Şenışık NE, Türkkahraman H. Treatment effects of intrusion arches and mini-implant
systems in deepbite patients. Am J Orthod Dentofac Orthop. 2012;141:723–33.
84. Sharma M, Sharma V, Khanna B. Mini-screw implant or transpalatal arch-
mediated anchorage reinforcement during canine retraction: A randomized
clinical trial. J Orthod. 2012;39:102–10.
85. Shigeeda T. Root proximity and stability of orthodontic anchor screws. J
Oral Sci. 2014;56:59–65.
86. Son S, Motoyoshi M, Uchida Y, Shimizu N. Comparative study of the primary
stability of self-drilling and self-tapping orthodontic miniscrews. Am J
Orthod Dentofac Orthop. 2014;145:480–5.
87. Suzuki EY, Suzuki B. Placement and removal torque values of orthodontic
miniscrew implants. Am J Orthod Dentofac Orthop. 2011;139:669–78.
88. Suzuki M, Deguchi T, Watanabe H, Seiryu M, Iikubo M, Sasano T, Fujiyama K,
Takano-Yamamoto T. Evaluation of optimal length and insertion torque for
miniscrews. Am J Orthod Dentofac Orthop. 2013;144:251–9.
Mohammed et al. Progress in Orthodontics  (2018) 19:36 Page 18 of 1889. Toklu MG, Germec-Cakan D, Tozlu M. Periodontal, dentoalveolar, and
skeletal effects of tooth-borne and tooth-bone-borne expansion appliances.
Am J Orthod Dentofac Orthop. 2015;148:97–109.
90. Tunçer Nİ, Arman-Özçırpıcı A, Oduncuoğlu BF, Göçmen JS, Kantarcı A.
Efficiency of piezosurgery technique in miniscrew supported en-masse
retraction: a single-centre, randomized controlled trial. Eur J Orthod. 2017;
39:586–94.
91. Türköz Ç, Ataç MS, Tuncer C, Tuncer BB, Kaan E. The effect of drill-free and
drilling methods on the stability of mini-implants under early orthodontic
loading in adolescent patients. Eur J Orthod. 2011;33:533–6.
92. Upadhyay M, Yadav S, Nagaraj K, Nanda R. Dentoskeletal and soft tissue
effects of mini-implants in Class II division 1 patients. Angle Orthod.
2009;79:240–7.
93. Upadhyay M, Yadav S, Patil S. Mini-implant anchorage for en-masse
retraction of maxillary anterior teeth: a clinical cephalometric study. Am J
Orthod Dentofac Orthop. 2008;134:803–10.
94. Viwattanatipa N, Thanakitcharu S, Uttraravichien A, Pitiphat W. Survival
analyses of surgical miniscrews as orthodontic anchorage. Am J Orthod
Dentofac Orthop. 2009;136:29–36.
95. Von Bremen J, Ludwig B, Ruf S. Anchorage loss due to Herbst mechanics-
preventable through miniscrews? Eur J Orthod. 2014;37:462.
96. Watanabe H, Deguchi T, Hasegawa M, Ito M, Kim S, Takano-Yamamoto T.
Orthodontic miniscrew failure rate and root proximity, insertion angle, bone
contact length, and bone density. Orthod Craniofacial Res. 2012;16:44–55.
97. Watanabe T, Miyazawa K, Fujiwara T, Kawaguchi M, Tabuchi M, Goto S.
Insertion torque and Periotest values are important factors predicting
outcome after orthodontic miniscrew placement. Am J Orthod Dentofac
Orthop. 2017;152(4):483–8.
